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INTRODUCTION 
On April 24, 2016, thirty-eight-year-old Terrill Thomas died of thirst inside 
his Milwaukee County cell, a mere nine days after being arrested.1 Corrections 
officers moved Thomas, who suffered from bipolar disorder, to solitary con-
finement after he flooded his previous cell and was behaving erratically.2 
Neighboring cellmates stated that correctional officers had shut off the water to 
his cell.3 Cellmates also heard Thomas begging for water in the days leading up 
to his death.4 The medical examiner ruled his death a homicide by dehydration.5 
A year earlier and hundreds of miles away in Virginia, authorities discov-
ered twenty-four-year-old Jamycheal Mitchell, who had a long history of bat-
tling psychosis, had starved to death alone in solitary confinement.6 In April 
2015, Virginia police officers arrested Mitchell for stealing five dollars-worth 
of snacks from a convenience store.7 In the four months of his detention, 
Mitchell had lost forty pounds.8 A medical examiner stated that Mitchell was 
“nearly cachectic,” or severely malnourished, at his time of death.9 Mitchell’s 
fellow inmates reported that jail staff had deprived Mitchell of meals, cut off 
water to his cell, and deprived him of clothes, bedding, and shoes.10 
In Alabama prisons, the Southern Poverty Law Center (SPLC) has docu-
mented cases of jail staff misleading blind inmates and coercing them to sign 
“do not resuscitate” orders; diabetic inmates who have lost ligaments because 
they could not get their necessary medication; and officials who deprive, or 
change, anti-psychotic and anti-depressant medication for inmates with mental 
illnesses, which sometimes results in the inmates committing suicide.11 SPLC 
                                                        
1  Eric M. Johnson, Black Wisconsin Inmate’s Death by Dehydration Ruled a Homicide, 
REUTERS (Sept. 15, 2016), http://www.reuters.com/article/us-wisconsin-prison-death-
idUSKCN11M009 [https://perma.cc/E48L-J65U]. 
2  Id. 
3  Id. 
4  Id. 
5  Id. 
6  Eliott C. McLaughlin, Jail Let Mentally Disabled Man Starve to Death, Lawsuit Says, 
CNN (May 17, 2016), http://www.cnn.com/2016/05/16/us/jamycheal-mitchell-hampton-
roads-virginia-jail-lawsuit/ [https://perma.cc/44WJ-HJ5E]. 
7  Id. 
8  Id. 
9  Id. 
10  Id. 
11  S. POVERTY LAW CTR. & ALA. DISABILITY ADVOCACY PROGRAM, CRUEL CONFINEMENT: 
ABUSE, DISCRIMINATION AND DEATH WITHIN ALABAMA’S PRISONS 6, 14 (2014), 
https://www.splcenter.org/sites/default/files/d6_legacy_files/downloads/publication/cruel_co
nfinement.pdf [https://perma.cc/343H-EZEY]. 
18 NEV. L.J. 1059, AGUIRRE - FINAL 5/30/18  2:24 PM 
Spring 2018] BEYOND BAD APPLES 1061 
sued the Alabama Department of Corrections (ADOC) in 2014 after an investi-
gation.12 In 2017, a federal court granted SPLC’s motion for an emergency in-
junction requesting that ADOC “secure a measure of basic compliance with 
[inmate’s] constitutional rights” that would “protect against immediate threat to 
human life,” after an inmate who testified in the case committed suicide just ten 
days after taking the stand.13 
Cases highlighting institutional failures of the criminal justice system have 
become more common as advocates call for government accountability, im-
proved conditions for inmates, and criminal justice reform. Criminal justice re-
form advocates, the public, and government officials have been looking for 
ways to prevent human rights abuses in the criminal justice system. The Na-
tional Institute of Justice (NIJ) offers a solution: the criminal justice system 
should adopt the sentinel event review systems used by the medical, military, 
and aviation sectors to review negative events and implement proactive chang-
es to prevent future negative events from happening. Like the medical, military, 
and aviation sectors, the criminal justice system, is “comprised of many work-
ing parts.”14 When a negative event happens in the criminal justice system, it is 
unlikely the result of a single actor. Multiple factors, or decision points, result 
in the negative event. Therefore, negative events may reveal underlying weak-
nesses in the criminal justice system. And, when the criminal justice system 
fails in its “most critical function[s] . . . the government should step in to de-
termine the causes of the failure and identify appropriate reforms.”15 
State governments should learn from the medical and aviation sectors and 
adopt sentinel event review to improve their criminal justice system. Based on 
this premise, this Article proceeds in four Parts. Part I illustrates negative 
events in the criminal justice system that give rise to criminal justice reforms. 
Part II defines sentinel event review systems and how the criminal justice sys-
tem could incorporate the model to address system failures. Part III discusses 
the U.S. Department of Justice’s Office of Justice Programs and the National 
                                                        
12  SPLC Files Federal Lawsuit over Inadequate Medical, Mental Health Care in Alabama 
Prisons, SOUTHERN POVERTY L. CTR. (June 16, 2014), 
https://www.splcenter.org/news/2014/06/17/splc-files-federal-lawsuit-over-inadequate-
medical-mental-health-care-alabama-prisons [https://perma.cc/GR4Y-Y3C2]. 
13  Plaintiff’s Emergency Motion for a Temporary Restraining Order or Preliminary Injunc-
tion Regarding Suicidal Prisoners at 1–2, Braggs v. Dunn, No. 2:14-cv-00601 (M.D. Ala. 
Dec. 22, 2016); see also Judge Orders Alabama to Protect Suicidal Prisoners After SPLC 
Action, SOUTHERN POVERTY L. CTR. (Jan. 13, 2017), https://www.splcenter.org/news/2017/ 
01/13/judge-orders-alabama-protect-suicidal-prisoners-after-splc-action [https://perma.cc/ 
9WH6-PPZZ]; SPLC Demands Alabama Protect Prisoners After Client Commits Suicide, 
SOUTHERN POVERTY L. CTR. (Dec. 22, 2016), https://www.splcenter.org/news/2016/12/22/ 
splc-demands-alabama-protect-prisoners-after-client-commits-suicide [https://perma.cc/3Z 
7L-ZK8S]. 
14  Patrick Cleary, Wrongful Convictions as a Sentinel Event, CONST. PROJECT (Sept. 12, 
2014), http://www.constitutionproject.org/documents/wrongful-convictions-as-a-sentinel-
event/ [https://perma.cc/Q84Y-6E3Y]. 
15  Id. 
18 NEV. L.J. 1059, AGUIRRE - FINAL 5/30/18  2:24 PM 
1062 NEVADA LAW JOURNAL [Vol. 18:1059  
Institute of Justice’s sentinel event review system implementation efforts across 
the country. Part IV discusses sentinel events specifically in Nevada’s criminal 
justice system and what Nevada is currently doing to address problems within 
its criminal justice system. Lastly, Part V, this Note’s conclusion, discusses 
why states, like Nevada, should adopt sentinel event review as a permanent 
front-end and back-end review process. 
I. CURRENT FAILURES IN THE CRIMINAL JUSTICE SYSTEM CALL FOR 
SYSTEMIC REVIEW 
Addressing criminal justice errors is an essential part of criminal justice re-
form. Cases like Terrill Thomas’s and Jamychael Mitchell’s do not occur in a 
vacuum; there is unlikely a single individual to be blamed. Instead, these trage-
dies are often the result of multiple actors, policies, and external factors. They 
signal larger, systemic failures in the justice system that only come to light after 
a “sentinel event.” 
Sentinel events in the criminal justice system can occur before and after 
convictions, in policing contacts,16 pre-trial detention, and post-conviction de-
tention. Sentinel events in the criminal justice system may include: “[a] police-
citizen encounter that unexpectedly turns violent”; “[t]he release from prison of 
a person who quickly reoffends”; “[i]n-custody deaths or injuries, including 
self-harm and suicide in prisons”; “[t]he wrongful arrest or conviction of an in-
nocent person”; “[v]iolations of an individual’s right to a speedy trial”; 
“[i]neffective assistance of counsel or lack of access to sufficient legal assis-
tance”; and “[u]nreasonable delays in forensic evidence processing.”17 Cases of 
inmates dying because of inadequate medical attention have pervaded the 
news-sphere and call for an increased accountability on abusive policing and 
detention practices.18 So, too, have cases of wrongful convictions called for 
scrutiny after developments in DNA testing.19 Improved DNA testing has un-
                                                        
16 See, e.g., Carma Hassan et al., Sandra Bland’s Family Settles for $1.9M in Wrongful 
Death Suit, CNN (Sept. 15, 2016), http://www.cnn.com/2016/09/15/us/Sandra-bland-
wrongful-death-settlement/ [https://perma.cc/PJ2Z-NRSR]. Sandra Bland’s story is an ex-
ample of a police interaction that escalated and resulted with the death of a pre-trial detainee. 
As demonstrated by the stories in Part I, infra, sentinel events can occur at any point in the 
justice system continuum. Accordingly, sentinel event review will vary depending on the 
case at hand. 
17  NAT’L INST. OF JUSTICE, NIJ STRATEGIC RESEARCH AND IMPLEMENTATION PLAN: SENTINEL 
EVENTS INITIATIVE 2017–21 (2017), https://www.ncjrs.gov/pdffiles1/nij/250472.pdf 
[https://perma.cc/4SY7-63CT]. 
18  See supra INTRODUCTION. 
19  See EDWARD CONNORS ET AL., NAT’L INST. OF JUSTICE, CONVICTED BY JURIES, 
EXONERATED BY SCIENCE: CASE STUDIES IN THE USE OF DNA EVIDENCE TO ESTABLISH 
INNOCENCE AFTER TRIAL (1996), https://www.ncjrs.gov/pdffiles/dnaevid.pdf [https://per 
ma.cc/FWY9-6M6S]; Gerald M. LaPorte, Wrongful Convictions and DNA Exonerations: 
Understanding the Role of Forensic Science, NAT’L INST. JUST. (Sept. 8, 2017), 
https://nij.gov/journals/279/Pages/wrongful-convictions-and-dna-exonerations.aspx [https:// 
perma.cc/UQH8GHMW]. 
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covered cases where law enforcements tampered with evidence.20 For example, 
in 2017, Kansas officials exonerated a man after he served twenty-three years 
in jail.21 That same year, after a police informant admitted to fabricating his sto-
ry during an investigation, New York Governor Andrew Cuomo commutated 
an inmate who had served twenty-six years in prison for a murder he did not 
commit.22 These are just two instances of criminal justice systems failing to ac-
count for error regarding wrongful convictions.  
Sentinel event review may be particularly instructive in assessing pre-trial 
detention programs. In Chicago, for example, 95 percent of the more than 8,000 
inmates in 2016 were pre-trial detainees.23 Pre-trial detainees languish in jail 
simply because they cannot afford to post bail.24 This wait “permanently set[s] 
their lives off-course, causing them to lose jobs, custody of their children, their 
housing, and even their lives.”25 
Notwithstanding the collateral consequences of detention, pre-trial detain-
ees’ mental health may deteriorate behind bars. Pre-trial detainees are more 
likely to commit suicide. In fact, according to the United States Bureau of Jus-
tice Statistics (BJS), 40 percent of inmate suicides in county jails occur in the 
first seven days of detention due to “shock of confinement.”26 In 2015, the BJS 
revealed suicide as the leading cause of death in state and county jails.27 Addi-
                                                        
20  See, e.g., Grant Rodgers, Iowan Exonerated in Des Moines Evidence-Planting Case, DES 
MOINES REG. (Jan. 23, 2017, 2:38 PM), http://www.desmoinesregister.com/story/news/ 
crime-and-courts/2017/01/23/iowan-exonerated-des-moines-evidence-planting-case-joshua-
judge-tyson-teut-kyle-jacob-weldon/96954048/ [https://perma.cc/7RHX-KQXJ]. 
21  Jessica Schladebeck, Kansas Man Freed After He Was Wrongly Jailed for 23 Years Gets 
$0, N.Y. DAILY NEWS (Oct. 17, 2017), http://www.nydailynews.com/news/national/man-
freed-spending-23-years-jail-owed-no-compensation-article-1.3568539 
[https://perma.cc/V3KP-4XEX]. 
22  Felipe Rodriguez Released After 26 Years, INNOCENCE PROJECT (Jan. 26, 2017), 
http://www.innocenceproject.org/felipe-rodriguez-released/ [https://perma.cc/GF86-5FGR]. 
23  Sarah Lazare, Hundreds of Thousands Are Languishing in Jails Because They Can’t Af-
ford Bail Bonds: A National Movement Is Building to End This, JUST. POL’Y INST. (Dec. 22, 
2016), http://www.justicepolicy.org/news/11103 [https://perma.cc/DR7M-2DRL]. 
24  Id.; Neil L. Sobol, Charging the Poor: Criminal Justice Debt & Modern-Day Debtors’ 
Prisons, 75 MD. L. REV. 486 (2016); see, e.g., CONFERENCE OF CHIEF JUSTICES, RESOLUTION 
3: ENDORSING THE CONFERENCE OF STATE COURT ADMINISTRATORS POLICY PAPER ON 
EVIDENCE BASED PRETRIAL RELEASE (2013); Letter from Karol V. Mason et al., U.S. Dep’t 
of Justice, Civil Rights Div., to Colleagues (Mar. 14, 2016), https://www.justice.gov/opa/ 
file/832541/download [https://perma.cc/V2LT-NHG4]. 
25  Lazare, supra note 22. 
26  MARGARET NOONAN ET AL., BUREAU OF JUST. STATISTICS, MORTALITY IN LOCAL JAILS AND 
STATE PRISONS, 2000–2013 - STATISTICAL TABLES 10 (2015), https://www.bjs.gov/content/ 
pub/pdf/mljsp0013st.pdf [https://perma.cc/KX8L-BD7D]; see also Martin Kaste, The ‘Shock 
of Confinement’: The Grim Reality of Suicide in Jail, NPR (July 27, 2015), 
http://www.npr.org/2015/07/27/426742309/the-shock-of-confinement-the-grim-reality-of-
suicide-in-jail [https://perma.cc/GX7E-BWS2]. 
27  NOONAN ET AL., supra note 25, at 10; Kaste, supra note 25. 
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tionally, pre-trial detainees in county jails had a significantly higher suicide rate 
than those in federal prisons.28 
The shock of confinement has become a national topic of debate following 
the contentious death of Sandra Bland in Waller County, Texas in 2015.29 San-
dra Bland’s story sparked national media attention after a “dash-cam” video 
showed a Texas police officer using excessive force to take Bland out of her car 
after she failed to use a turn signal.30 The officer arrested Bland and—just three 
days later—officials found her body hanging in her jail cell.31 Sandra Bland’s, 
Terrill Thomas’s, and Jamycheal Mitchell’s deaths are not isolated incidents. 
Rather, they illustrate how the criminal justice system has failed—and contin-
ues to fail—those in custody. They also call for government officials to hold 
individual officers accountable while simultaneously reforming the criminal 
justice system. 
II. SENTINEL EVENT REVIEW AS A CRIMINAL JUSTICE REFORM INITIATIVE: 
PREVENTING “ACCIDENTS WAITING TO HAPPEN”32 
The criminal justice system is vulnerable to organizational error because it 
relies on human actors, their judgment, and ultimate decision-making authori-
ty.33 This discretion induces errors.34 As an inherently complex process, it “re-
lies on the contributions of hosts of legal actors, including witnesses, investiga-
tors, lawyers, jurors, and judges.”35 In turn, these actors rely on their 
“memories, inferences, judgments and decisions, and the ensuing verdicts are 
unlikely to be any better than their constitutive ingredients.”36 Each decision 
point can lead to errors out of mere negligence or institutional errors. These de-
cision points and errors present an opportunity for justice system professionals 
to respond, change course, and improve outcomes. 
Mass incarceration is an example of organizational error. Mass incarcera-
tion has created an environment that is both unsustainable and particularly 
harmful to low-income individuals in the United States. In a Harvard Law Re-
view article, President Barack Obama wrote that “[t]here is a growing consen-
sus across the U.S. political spectrum that the extent of incarceration in the 
                                                        
28  Kaste, supra note 25. 
29  Hassan et. al., supra note 16. 
30  Id. 
31  Id. 
32  Josh Cutino, Continuous Quality Improvement: Increasing Criminal Prosecution Reliabil-
ity Through Statewide Systematic Improvement Procedures, 20 LEWIS & CLARK L. REV. 
1065, 1079 (2016). 
33  Dan Simon, Front-end and Back-end Solutions, in NAT’L INST. OF JUSTICE, MENDING 
JUSTICE: SENTINEL EVENT REVIEWS 28 (2014), https://ncjrs.gov/pdffiles1/nij/247141.pdf 
[https://perma.cc/E4YY-C63C]. 
34  Id. 
35  Id. 
36  Id. 
18 NEV. L.J. 1059, AGUIRRE - FINAL 5/30/18  2:24 PM 
Spring 2018] BEYOND BAD APPLES 1065 
United States is not just unnecessary but also unsustainable.”37 Communities of 
color are disproportionately affected by the criminal justice system’s failings.38 
Prisons and jails have become warehouses for the poor—taxing them to enter 
and taxing them leave.39 These “debtors prisons” perpetuate a cycle of mass in-
carceration that permanently scars individuals and sentences them to be sub-
class citizens who are barred from working, voting, and housing because their 
criminal background strips what remaining civil rights they had, essentially 
sentencing them to “civil death.”40 The United States spends $80 billion annu-
ally to incarcerate 2.2 million men and women and this system is undermined 
by system errors in community policing, skewed sentencing, and wrongful 
convictions.41 As President Obama put it, 
[W]e simply cannot afford to spend $80 billion [just to] to write off the seventy 
million Americans—that’s almost one in three adults—with some form of crim-
inal record, to release 600,000 inmates each year without a better program to re-
integrate them into society, or to ignore the humanity of 2.2 million men and 
women currently in U.S. jails and prisons and over 11 million men and women 
moving in and out of U.S. jails every year.42 
Thus, the effectiveness and legitimacy of the justice system depend on how 
it carries out its core functions, the public’s trust in it, and the understanding 
that the system is not perfect, but trusting government officials to correct the 
criminal justice system where necessary.43 
After decades of political opposition to mass incarceration reforms, stake-
holders have come to realize that the “stern discipline approach” is no longer 
                                                        
37  Barack Obama, The President’s Role in Advancing Criminal Justice Reform, 130 HARV. 
L. REV. 811, 817 (2017). 
38  Id. at 820. 
39  See Christopher D. Hampson, Note, State Bans on Debtors’ Prisons and Criminal Justice 
Debt, 129 HARV. L. REV. 1024 (2016); Alicia Bannon et al., Criminal Justice Debt: A Barri-
er to Reentry, BRENNAN CTR. FOR JUST. 1–2 (2010), http://www.brennancenter.org/publica 
tion/criminal-justice-debt-barrier-reentry [https://perma.cc/6EGE-EHQ6]; Lauren-Brooke 
Eisen, Charging Inmates Perpetuates Mass Incarceration, BRENNAN CTR. FOR JUST. 1 
(2015), https://www.brennancenter.org/publication/charging-inmates-perpetuates-mass-
incarceration [https://perma.cc/JN6G-85YA]; Ending the American Money Bail System, 
EQUAL JUST. UNDER L., http://equaljusticeunderlaw.org/wp/current-cases/ending-the-
american-money-bail-system/ [https://perma.cc/73C2-WQN2] (last visited Apr. 27, 2018); 
Shutting Down Debtors’ Prisons, EQUAL JUST. UNDER L., http://equaljusticeunderlaw.org/ 
wp/current-cases/ending-debtors-prisons/ [https://perma.cc/TK3F-PZHG] (last visited Apr. 
27, 2018); Ending the American Money Bail System, EQUAL JUST. UNDER L., 
http://equaljusticeunderlaw.org/wp/current-cases/ending-the-american-money-bail-system/ 
[https://perma.cc/73C2-WQN2] (last visited Apr. 27, 2018); Sobol, supra note 24. 
40  See, e.g., Gabriel J. Chin, The New Civil Death: Rethinking Punishment in the Era of 
Mass Conviction, 160 U. PA. L. REV. 1789, 1790 (2012). 
41  Obama, supra note 36, at 815, 835–60. 
42  Id. at 815. 
43  NAT’L INST. OF JUSTICE, MENDING JUSTICE: SENTINEL EVENT REVIEWS 1 (2014), 
https://ncjrs.gov/pdffiles1/nij/247141.pdf [https://perma.cc/E4YY-C63C]. 
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effective or sustainable.44 Criminal justice reform must start at the state and lo-
cal level because state and local governments have the policing powers and 
house 90 percent of the prison population.45 The federal government’s role has 
recently been to identify and evaluate evidence-based programs in the federal 
system, then provide grant funding and technical assistance to states to imple-
ment the model.46 Enter, sentinel event review. 
A. What are Sentinel Events and Sentinel Event Reviews? 
“Sentinel events” is a term of art used in high-risk environments, like the 
medical and aviation sectors, to classify negative events or errors: something 
that should not have happened, but did, and caused harm.47 A sentinel event is 
“a bad outcome that no one wants repeated and that signals the existence of un-
derlying weaknesses in the system.”48 They signal a systemic failure, an inade-
quacy in the system’s structure and component parts.49 Rather than looking for 
a single bad decision, sentinel event review acknowledges that system errors 
are the result of compounded factors: bad decisions, policies, and/or actors.50 
System errors can be graded on a scale based on the risk of harm each presents: 
near misses, being the least harmful; adverse events, causing a small degree of 
harm; or sentinel events, resulting in actual harm to a person.51 Put differently, 
they are “ ‘organizational accidents’ in which complex events comprising small 
mistakes combined with each other and with latent conditions hidden in the 
system to produce unexpected tragedies.”52 
Sentinel event review is a dynamic process for identifying negative events, 
responding to these events, and implementing changes to prevent similar nega-
tive events from occurring in the future. A sentinel event triggers an immediate 
root-cause analysis. A sentinel event review gathers a team of stakeholders to 
identify missed red flags, brainstorm, and implement a variety of changes to 
prevent the negative event from happening again. The strength of sentinel event 
                                                        
44  Obama, supra note 36, at 820. 
45  Id. at 838. 
46  See id. at 838–39. 
47   MENDING JUSTICE, supra note 43, at 1. 
48  Id. A sentinel event can also be a “significant, unexpected negative outcome that signals a 
weakness in the system or process. Sentinel events are the result of compounded errors and 
—if properly analyzed and addressed—may provide important keys to strengthening the sys-
tem and preventing future adverse events or outcomes.” James M. Doyle, Learning from Er-
ror in the Criminal Justice System: Sentinel Event Reviews, in NAT’L INST. OF JUSTICE, 
MENDING JUSTICE: SENTINEL EVENT REVIEWS 3 (2014), https://ncjrs.gov/pdffiles1/nij/247 
141.pdf [https://perma.cc/E4YY-C63C]. 
49  Id. at 6. 
50  Jim Bueermann, High Expectations, Good Intentions and Normalized Policy Deviation: A 
Sentinel Event, in NAT’L INST. OF JUSTICE, MENDING JUSTICE: SENTINEL EVENT REVIEWS 40–
41 (2014), https://ncjrs.gov/pdffiles1/nij/247141.pdf [https://perma.cc/E4YY-C63C]. 
51  Doyle, supra note 48, at 2–3, 14. 
52  Id. at 16. 
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review is that it rejects a culture of blame, embracing instead a culture of safety 
and professionalism. Sentinel event review does not, however, replace liability. 
It is a proactive approach to understanding that a system run by humans is 
prone to mistakes. Therefore, sentinel event review provides a continuous, for-
ward-thinking, and collaborative approach to improve system functions. 
1. Sentinel Event Review in the Medical Field 
The regulatory and accrediting body for hospitals in the United States, the 
Joint Commission, adopted the Sentinel Event Policy in 1996 to assist hospitals 
to prevent adverse, or “sentinel,” events unrelated to a patient’s underlying 
condition, and to implement corrective actions through a systematic evaluation 
process.53 
The Joint Commission defines a sentinel event as one that “reaches a pa-
tient and results in any of the following: [d]eath, [p]ermanent harm, [or] 
[s]evere temporary harm and intervention required to sustain life.”54 The Joint 
Commission adopted the Institute of Medicine’s definition of “quality” as “the 
degree to which health services for individuals and populations increase the 
likelihood of desired health outcomes and are consistent with current profes-
sional knowledge.”55 Healthcare organizations achieve patient safety by pre-
venting “errors and adverse effects to patients that are associated with health 
care.”56 
By categorizing sentinel events as organizational accidents instead of indi-
vidual errors, sentinel event review focuses on results—preventive institutional 
policy change.57 Sentinel event review is a “way to account for unintended trag-
ic outcomes, to learn lessons from our errors, and to use these lessons to reduce 
future risks.”58 Sentinel event reviews address concerns by encompassing all 
stakeholders, anticipating future emergencies, and critically assessing mistakes. 
Those deemed “stakeholders” may vary from setting to setting but can include 
front-line workers, management, administrators, policymakers, and representa-
tives from civil society. Sentinel event reviews are also “means for mobilizing 
and sharing the lessons of sentinel events in an ongoing conversation among 
practitioners, researchers, and policymakers.”59 
                                                        
53  Sentinel Event Policy and Procedures, JOINT COMM’N (June 29, 2017), 
https://www.jointcommission.org/sentinel_event_policy_and_procedures/ [https://perma.cc/ 
7KQ9-KYEG]. 
54  Id. 
55  Comprehensive Accreditation Manual for Hospitals: Patient Safety Systems, JOINT 
COMM’N (Jan. 2018), https://www.jointcommission.org/patient_safety_systems_chapter_ 
for_the_hospital_program/ [https://perma.cc/XW2C-G8TE]. 
56  Id. 
57  See id. 
58  Doyle, supra note 48, at 3. 
59  Id. 
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For example, in the medical sector, one medical sentinel event review team 
discovered seventeen common errors that led to sentinel events. This included: 
a patient prematurely leaving the hospital after staff overlooked conflicting pa-
tient charts, a doctor operating on the wrong patient because staff had inadvert-
ently draped the patient’s face, and medication errors causing unexpected pa-
tient deaths because staff overlooked contra-indicatory stickers.60 
2. Sentinel Event Review in Other Systems 
The United States military also uses sentinel event review to prevent harm 
and organizational error. Military “after-action reviews” are used to improve 
system performance and give leaders the opportunity to learn from their mis-
takes without repercussions.61 In an after-action review, the Army convenes “all 
the system actors to discuss their role and performance.”62 The Army recogniz-
es that “most missions involve multiple organizations, often with diverse re-
sponsibilities and priorities.”63 As such, the after-action review process does 
“not seek blame; it s[eeks] clarity and elevate[s] even small support players to 
coequal status in the discussion.”64 Using after-action reviews, the Army 
learned that it was usually the “most undervalued part of the operation [that] 
was the primary cause of failure.”65 
B. Sentinel Event Review in the Federal Justice System 
In recent years, policymakers have considered how the criminal justice sys-
tem could benefit from adopting sentinel event review. In 2014, the United 
States Department of Justice Office of Justice Programs (OJP) and National In-
stitute of Justice (NIJ) released their report, “Mending Justice,” on sentinel 
event review as a criminal justice tool.66 James Doyle, a visiting fellow with the 
NIJ, discusses how the criminal justice system could learn from the medical 
sector by adopting the “sentinel event review system” to prevent error. Error, in 
the criminal justice system, can be a: “wrongful arrest, the wrongful release 
from prison of a dangerous offender who harms another victim, the conviction 
of an innocent person, [or] a wrongful police shooting”67 
In the criminal justice system, “[e]rrors often go undetected and, when they 
are detected, the detection frequently seems to be the result of extraordinary 
                                                        
60  Id. 
61  MENDING JUSTICE, supra note 43, at 2. 
62  John Chisholm, Moving Beyond a Culture of Defensiveness and Isolation, in NAT’L INST. 
OF JUSTICE, MENDING JUSTICE: SENTINEL EVENT REVIEWS 20 (2014), 
https://ncjrs.gov/pdffiles1/nij/247141.pdf [https://perma.cc/E4YY-C63C]. 
63  Id. 
64  Id. 
65  Id. 
66  MENDING JUSTICE, supra note 43, at 1. 
67  Id. 
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luck or perseverance after many years.”68 Doyle argues that errors in the crimi-
nal justice system are a result of organizational error—a combination of cas-
cade errors and not the result of a single actor.69 Yet, most criminal justice sys-
tems fail to fully assess errors by using narrow system-review methods. 
There are two types of error-review approaches: (1) “bad apples,” and (2) 
“Swiss-cheese models.”70 The bad-apple approach blames a single person and 
the inquiry ends.71 For example, a law enforcement agency could identify a sin-
gle officer who tampered with evidence that ultimately resulted in a wrongful 
conviction. The law enforcement agency could reprimand the officer and be-
lieve it had sufficiently addressed the issue. The bad-apple approach rectifies 
harm on a case-by-case basis. Whether a single officer is reprimanded or not 
does not affect the next wrongful conviction. By curtailing the review process 
and looking for a single wrongdoer, the bad-apple approach prevents meaning-
ful institutional change. 
On the other hand, jurisdictions that use a Swiss-cheese approach employ 
multiple task-forces and stakeholder groups across the state that work inde-
pendently on a narrow aspect of a criminal justice initiative.72 Each organiza-
tion works in a silo to review internal errors and implement changes within its 
specific organization.73 With the Swiss-cheese approach, organizations miss an 
opportunity to learn from, and coordinate with, other similarly situated organi-
zations.74 The Swiss-cheese approach breaks off interdependent aspects of the 
criminal justice system and treats them as stand-alone components. Therefore, 
the Swiss-cheese approach prevents coordination and continuity across a juris-
diction. 
  The criminal justice system is not a structural “system.” It cannot be fixed 
by tightening gears or switching out parts.75 Instead, it functions as an ecosys-
tem, “like a pond or a swamp in which something (funding, for example) 
dumped on the near coast has mysterious and unanticipated effects on the far 
shore.”76 As such, the “system” cannot be fixed solely with a structural ap-
                                                        
68  Id. 
69  Doyle, supra note 48, at 8. 
70  Id. at 5. 
71  Id. at 5–6. 
72  With “Swiss cheese” models, “error moves in a straight line from its origin to its tragic 
result unless it is blocked somewhere by one of a succession of barriers: a sequence of in-
creasingly fine screens, each ‘inspecting’ the output of the preceding screen.” Id. at 6. For 
example, in the criminal justice system, “an erroneous ‘wrong man’ prosecution must pass 
through a police supervisory screen, a crime lab screen, a prosecutorial screen, a grand jury 
screen, an adversary trial screen and an appellate review screen, among others, before it can 
take effect.” Id. 
73  See id. 
74  See id. 
75  Id. at 7. 
76  Id. at 7. 
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proach; it requires a cultural approach.77 While introducing the NIJ’s report, 
former Attorney General Eric Holder stated that prosecutors “have an obliga-
tion to learn from the mistakes of the past and to work diligently to minimize 
the risk of future wrongful convictions” because avoiding errors was a “matter 
of professionalism, not social policy.”78 He went on to say: 
If we truly hope to get to the bottom of errors and reduce the chances of repeat-
ing them, then it is time we explore a new, system wide, way of responding, not 
by pointing fingers, but by forthrightly assessing our processes, looking for 
weaknesses in our methods, and redesigning our approach so that the truth will 
be more attainable.79 
Sentinel event reviews provide the remedy that Attorney General Holder 
was looking for. Sentinel event reviews generally have four elements: (1) the 
review must be a system-wide response with the appropriate stakeholders at the 
table; (2) it must not assign blame where a system error led to the sentinel 
event; (3) it must utilize a root-cause analysis to identify the weaknesses in pol-
icy or procedure; and (4) it must be both proactive and reactive, giving stake-
holders the opportunity to implement change as needed.80 
Non-blaming is an essential element of sentinel event review.81 If a system 
reviews negative events by ascribing blame, it “drive[s] many valuable reports 
of errors underground and leave[s] latent system weaknesses unaddressed.”82 A 
blame-focused review system discourages reporting because no one wants to be 
blamed.83 Likewise, a blame-focused review system reinforces agencies to ad-
dress errors in-house, therefore curtailing meaningful cross-system change.84 
A blame-focused review is antithetical to system change. A sentinel event 
is the aggregate of multiple interacting errors, and when it occurs it signals an 
underlying weakness in the system—not the mistake of an individual.85 For ex-
ample, a wrongful conviction is “not the result of a single error,” there are mul-
tiple people and processes that impact the result.86 In cumulative error claims, 
often filed after a wrongful conviction, a court will find that a “petitioner’s due 
process right to a fundamentally fair trial was violated because of the aggregate 
effect of multiple errors.”87 Sentinel events in the justice system shed light on 
                                                        
77  Id. 
78  Cutino, supra note 31, at 1070. 
79  Id. at 1071. 
80  See generally MENDING JUSTICE, supra note 43.  
81  MENDING JUSTICE, supra note 43, at 2. 
82  Doyle, supra note 48, at 5. 
83  Id. 
84  Id. at 5–6. 
85  Id. at 4. 
86  Id. 
87  Ryan A. Semerad, What’s the Matter with Cumulative Error: Killing a Federal Claim in 
Order to Save It, 76 OHIO ST. L.J. 965 (2015). 
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wide systemic issues that implicate the decisions, or errors, of legislators, poli-
cymakers, and judges.88 
Like sentinel events in the medical field, sentinel events in the criminal jus-
tice context are not single-cause events. Sentinel events in the criminal justice 
context include “wrongful arrest[s], [a] wrongful release from prison of a dan-
gerous offender who later harms another victim, the conviction of an innocent 
person, [or] a wrongful police shooting.”89 These errors go largely undetected, 
if at all, and when they are detected, it is usually after the victim invests years 
in investigating the error.90 
The goal is preventing organizational error, but the criminal justice system 
presently “lacks what . . . other high-risk enterprises have found essential” in 
preventing organizational error.91 The criminal justice system lacks “a non-
blaming, all-stakeholder, forward-leaning mechanism” to take lessons learned 
from sentinel events and implement changes through a system wide mechanism 
that goes beyond merely “disciplining rulebreakers and render[ing] similar er-
rors less likely in the future.”92 Current blame-centered review mechanisms 
tend to assign blame to a single officer who will often be fired, which incentiv-
izes other officers not to report errors.93 Adopting sentinel event review’s non-
blaming culture would still hold individuals accountable. This is so because the 
agency takes ownership of its system failures that did not anticipate and prevent 
the individual’s action that caused the negative event in the first place.94 
1. Current Initiatives: Back-end, Front-end, and Ongoing Review 
The goal of the sentinel event review “is not to mobilize a performance re-
view aimed at an individual whenever some front-page catastrophe occurs, but 
to develop a regular practice of conducting an all-stakeholders, all-ranks, non-
blaming, event review whenever a learning opportunity arises.”95 That oppor-
tunity arises in tragedy, “near miss,” or “good catch” situations alike.96 A back-
end review system is insufficient because the back-end system responds only 
after the error has occurred. Similarly, front-end reviews of “near-misses” alone 
are insufficient because they also disregard the important information that 
                                                        
88  Doyle, supra note 48, at 4–5. 
89  MENDING JUSTICE, supra note 43, at 1. 
90  Id. at 2. 
91  Id. at 1. 
92  Id. (emphasis added). 
93  Id. 
94  Janette Sheil et al., Imagining Sentinel Event Reviews in the U.S. Probation and Pretrial 
Services System, FED. PROB., Sept. 2016, at 34. 
95  Id. 
96  Id. 
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could result from an ongoing, multi-point system review.97 If we have “paid the 
price” for one mistake, we should learn from it to prevent future harm.98 
Front-end reviews are an opportunity to anticipate future negative events 
and change course. Front-end reviews result in creating and adopting evi-
denced-based best practices, may call for new legislation, and improved data 
collection.99 In corrections, agencies have adopted pre-trial risk assessments “to 
identify persons on supervision who are at greater likelihood of committing an 
offense specifically” to reduce the prison population.100 However, “very little 
has been done to develop systems and processes that are keyed to reduce the 
risk of such an event” in the first place.101 Sentinel event review allows a clear-
er understanding of how to prevent such a risk.102 
2. Testing Sentinel Event Reviews in Pilot Sites 
In 2014, after the NIJ released “Mending Justice,” they began testing the 
feasibility of sentinel event review in three “beta sites” comprised of Milwau-
kee, Philadelphia, and Baltimore.103 The beta sites received no funding from 
NIJ and little logistical support.104 The beta sites selected a past sentinel event 
and worked through the challenges of implementing sentinel event review in 
their jurisdictions. The beta testing aimed to answer questions, like whether 
sentinel event review is feasible in a criminal justice system, what types of 
events should qualify, who should be on the team and who should lead it, and 
how to achieve a non-blaming focused process, along with assessing benefits 
and challenges.105 Some key takeaways from the beta testing include: (1) cases 
selected for review should be final, meaning there are no pending civil or crim-
inal appeals that would adversely affect the review process;106 (2) stakeholders 
on the review team should a mixture include “boots-on-the-ground” staff, lead-
ership, and representatives from other systems, such as public or mental health 
officials that interface with the justice system;107 (3) the facilitator may be an 
employee, government representative, or senior-staff member—what is im-
portant is that the facilitator is well-versed on sentinel event review methodolo-
                                                        
97  Cutino, supra note 32, at 1065. 
98  Sheil et al., supra note 93, at 33. 
99  Simon, supra note 33, at 28; see also NAT’L INST. OF JUSTICE, PAVING THE WAY: LESSONS 
LEARNED IN SENTINEL EVENT REVIEWS 13 (2015), https://www.ncjrs.gov/pdffiles1/nij/2490 
97.pdf [https://perma.cc/KD2N-8NPF]. 
100  Sheil et al., supra note 93, at 35. 
101  Id. 
102  Id. 
103  NAT’L INST. OF JUSTICE, supra note 99, at 2. 
104  Id. 
105  Title: Paving the Way Lessons Learned in Sentinel Event Reviews, NAT’L INST. JUST. 
(Nov. 1, 2017) https://www.nij.gov/publications/pages/publication-detail.aspx?ncjnumber= 
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gy, has rapport with the members and is intellectually curious;108 (4) the team 
should adopt a non-blaming and continual self-improvement focus;109 and (5) 
the team should have ground rules and defined inputs and outputs.110 The beta 
testing also brought uncovered a series of challenges, namely, cross-agency da-
ta-sharing and collection and buy-in.111 
The NIJ has since awarded grants to four jurisdictions to implement further 
research some of the challenges identified in the beta sites’ sentinel event re-
views and has compiled their findings in a Strategic Research and Implementa-
tion Plan to assist states that want to implement sentinel event review systems 
in their jurisdictions.112 The entities awarded and the purpose for which the 
grants would be used include: (1) “Texas State University will use concept 
mapping and social network analysis to examine criminal investigative failures 
in wrongful convictions and unsolved cases”; (2) “Vera Institute of Justice will 
develop, implement and evaluate a Self-Harm Analysis and Review Protocol 
(SHARP) for responding to cases of serious self-harm in the New York City 
jail with the aim of designing a nationally replicable sentinel event review 
model”; (3) “Researchers from Michigan State University, . . . Indiana Univer-
sity and . . . the Milwaukee Homicide Review Commission [to conduct a] gun 
homicide and non-fatal shooting review . . . to study issues such as privacy, re-
sources needed, and the role of the facilitator”; and “(4) Researchers at the 
University of Pennsylvania’s Quattrone Center for the Administration of Fair 
Justice—in collaboration with the Philadelphia Police Department, District At-
torney’s Office, Defender Association, and Court of Common Pleas—are eval-
uating the effectiveness of multidisciplinary review teams and includes creation 
of a database of errors and near-misses . . . to help prioritize negative outcomes 
for sentinel event review.”113 
The NIJ’s upcoming Sentinel Events Initiative Demonstration Project will 
test sentinel event review in twenty to twenty-five sites across the country.114 
Through the Sentinel Events Initiative Demonstration Project, NIJ will provide 
technical assistance to guide states using sentinel event review with current 
cases and addressing perceived challenges such as dealing with media, liability, 
and confidentiality.115 NIJ is also exploring how states can use sentinel event 
                                                        
108  Id. at 7. 
109  Id. at 10. 
110  Id. at 9–11. 
111  Id. at 10–11. 
112  NIJ’s Sentinel Events Initiative, NAT’L INST. JUST. (Nov. 1, 2017), 
https://www.nij.gov/topics/justice-system/Pages/sentinel-events.aspx [https://perma.cc/G5 
V5-WWA3]; see generally NAT’L INST. OF JUSTICE, supra note 17. 
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114  U.S. DEP’T OF JUSTICE, FY 2017 BJA SENTINEL EVENTS INITIATIVE DEMONSTRATION 
PROJECT: TECHNICAL ASSISTANCE PROVIDER 4–5 (2017), https://www.bja.gov/Funding/SE 
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review to repair community rifts after police shootings, thereby expanding sen-
tinel event review beyond courts and correctional facilities.116 
3. Sentinel Event Review and Litigation 
While sentinel event review is primarily a root-cause analysis method, 
governments may not wish to participate without immunity or without some 
mechanism to ensure that sentinel event review reports are undiscoverable in 
litigation. Whether the report is admissible will depend on a state’s “peer-
review privileges, open-meeting laws, attorney work-product privileges, and 
public-record laws.”117 In the medical context, opponents of sentinel event re-
view call it a “lawsuit kit for plaintiffs’ attorneys.”118 For example, a Pennsyl-
vania trial court held that a sentinel event report regarding a psychiatric mal-
practice case, submitted by a hospital to the Joint Commission, was privileged 
and undiscoverable.119 The ruling came after a the defendant-hospital asked the 
court to reconsider its order previously finding the report admissible.120 Some 
states, including Pennsylvania, have enacted peer-review protection legislation 
for root-cause analysis reports that provide reviewers with limited immunity 
and makes reports not discoverable.121 
III. NEVADA AND CRIMINAL JUSTICE REFORM 
While Nevada is not a pilot site for NIJ’s National Demonstration Project, 
the state would benefit from adopting sentinel event review in its existing crim-
inal justice reform efforts. Specifically, Nevada could benefit from sentinel 
event review to decrease wrongful convictions and improve inmate safety. 
With regard to wrongful convictions, in 2016, the Innocence Project re-
ported prosecutorial misconduct in 47 percent of Clark County District Attor-
neys’ capital punishment case in its 2016 report, Too Broken to Fix: Part I, An 
In-depth Look at America’s Outlier Death Penalty Counties.122 In fact, Nevada 
judges have overturned thirteen wrongful convictions in the last twenty years, 
                                                        
116  Empowering Local Communities to Advance Justice: NIJ and BJA Launch Sentinel 
Events Initiative National Demonstration Collaborations, NAT’L INST. JUST. (Sept. 29, 
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(Apr. 1, 1998), https://www.ahcmedia.com/articles/48089-sentinel-event-policy-changed-
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119  Brink v. Mallik, No. 2013-CV-1314, 2015 WL 1387936 (C.P. Pa. March 27, 2015). 
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Cases, INNOCENCE PROJECT (Aug. 30, 2016), http://www.innocenceproject.org/new-report-
death-penalty-decline-legal-injustice-pervades-capital-cases/ [https://perma.cc/USL2-N27V]. 
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three of which occurred in 2017.123 As discussed above, sentinel event reviews 
provide a systematic, root-cause-analysis methodology to identify what led to 
past wrongful convictions to prevent them from happening in the future. 
Additionally, the state could benefit from sentinel event reviews to resolve 
issues with false confessions. In recent years, there has been an uptick in false 
confessions and national attention on resulting exonerations.124 The following 
Nevada story illustrates this point and concerns the tragic death of a nursing 
student and a woman with mental illness.  
In 1979, police in Shreveport, Louisiana contacted the Reno Police De-
partment to inform them that Anita Porter, alias Cathy Woods, who suffered 
from schizophrenia and was an in-patient at a mental hospital, had confessed to 
murdering Michelle Mitchell.125 Mitchell was a nineteen-year-old nursing stu-
dent at the University of Nevada, Reno whose body police found three years 
earlier in a residential garage with her hands tied behind her back and throat 
slashed open.126 Police officers questioned Woods, and in her admission, all 
that she told the officers about the murder was a recitation of what she had 
learned from the news.127 Woods also informed the officers of her mental ill-
ness, adding that she worked for the Federal Bureau of Investigations and that 
her mother attempted to poison her.128 Without questioning the veracity of the 
admission—given her mental illness—the officers deemed it to be a confession 
and they arrested Woods.129 
The prosecution relied almost exclusively on Woods’s confession even 
though the defense had a witness, inmate Kathy Murnighan, who was willing to 
testify that her cellmate’s boyfriend had killed Mitchell.130 The court called the 
boyfriend as a witness outside the jury’s presence where he denied the mur-
der.131 Wood also refused to talk unless the court granted her immunity.132 Ul-
                                                        
123  Exonerations by State, Nevada, NAT’L REGISTRY EXONERATIONS, 
https://www.law.umich.edu/special/exoneration/Pages/Exonerations-in-the-United-
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timately, the court declined to allow Murningham to testify because it believed 
she was not trustworthy.133 
Woods was convicted of first-degree murder in 1980 and the court imposed 
a life sentence.134 Five years later, the Nevada Supreme Court reversed the con-
viction and found that the lower court should have allowed Murnighan to testi-
fy.135 After a second trial that same year, Woods received a life sentence, 
again.136 
Three decades passed before Woods was exonerated. With the assistance 
of the Rocky Mountain Innocence Center, Woods was appointed an attorney 
who requested DNA testing of a cigarette butt found near Mitchell’s body.137 
The DNA matched a male serial killer who was serving a life sentence in Ore-
gon.138 The court vacated Woods’s conviction in 2014, and the state dismissed 
its charges against Woods the following year.139 Woods had served thirty-five 
years in prison for a crime she did not commit and had falsely admitted to be-
cause of her mental illness. 
If the Nevada criminal justice system used sentinel event review, Woods’s 
wrongful convictions would have triggered a system-wide review where state 
officials, the judiciary, and other stakeholders could have assessed the missed 
red flags that resulted in her wrongful convictions. In Woods’s case, she could 
have avoided a wrongful conviction not once, but twice. While the DNA sci-
ence that would ultimately exonerate her was not available during Woods’s tri-
al, a review of the interrogation, confession, and lack of real evidence in her 
case presents a learning opportunity for Nevada prosecutors to implement safe-
ty precautions to prevent future wrongful convictions. 
Similarly, by adopting sentinel event review, Nevada could improve in-
mate health and safety across the state. The Nevada Attorney General’s office 
charged a correctional officer with involuntary manslaughter for shooting an 
inmate in 2014.140 The inmate, twenty-eight-year-old Carlos Perez, was fighting 
with another inmate when corrections officers arrived.141 After both inmates 
were restrained, one of the officers fired at Perez with multiple live rounds of 
birdshot—he died with 60 pellets in his face and neck and 200 in his face and  
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arms.142 Perez died just four months before his release date.143 
Nevada’s inmate mortality rate is striking. A Nevada public radio study of 
detention facilities found that between 2001 and 2012, “80 percent of 379 pris-
on deaths were due to medical problems.”144 On average, an inmate in Washoe 
County is five times more likely to die than anywhere else in the United 
States.145 An eleven-month-long investigation of the Washoe County Jail by the 
Reno Gazette Journal revealed that the high mortality rate—a 600 percent in-
crease from 2015 to 2017—occurred as result of officer-inmate altercations and 
inadequate mental health treatment for inmates who demonstrated suicidal 
ideation, were detoxing upon arriving, or were decompensated while de-
tained.146 
Regardless, the government is obligated by the Eighth Amendment to care 
for inmate safety.147 This includes protection from inmates, officers, and staff, 
as well as adequate medical and mental health services.148 It necessarily fol-
lows, then, that the local government must respond and correct its jail condi-
tions within constitutional parameters. 
Other inmate safety concerns, such as inadequate medical care and unnatu-
ral inmate deaths, make clear that Perez’s story is not unique. In 2008, the 
American Civil Liberties Union (ACLU) sued Nevada officials after reviewing 
thirty-five claims that the state was “failing to rectify a pervasive pattern of 
grossly inadequate medical care at the Ely State Prison that creates a substantial 
risk of serious medical harm.”149 
As in the medical sector, sentinel event review of inmate deaths related to 
inadequate medical attention would identify the specific internal and external 
factors contributing to the inadequacy. A sentinel event review at the local jail 
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level may include a review of the jail’s policies and procedures, contracts with 
vendors, staff training, budget, and staffing ratios to determine how the jail 
provides safety and mental health services. Additionally, a review team could 
collaborate with outside stakeholders to determine how intoxicated or mentally 
ill people arrive at the jail and whether there are detox centers or crisis stabili-
zation centers where jails could stabilize individuals before transferring them to 
cells. 
Sentinel event reviews of inmate deaths, unlike case-by-case reviews, re-
veal system-wide inefficiencies and call for system-wide solutions. The Reno 
Gazette Journal undertook a similar approach in reviewing the Washoe County 
Jail’s mental health system after an inmate, who was actively detoxing, died of 
excited delirium—“a condition precipitated by drug use or mental illness in 
which an agitated person enters a ‘fatal spiral’ while over-exerting himself, of-
ten during a struggle against restraints.”150 The investigators uncovered “fun-
damental breakdowns in the delivery of health care at the jail, particularly with 
mental health service and suicide prevention.”151 In that inmate’s specific case, 
the corrections officers had a written policy on excited delirium, but officers 
either did not know or did not follow it.152 In response, the jail officials pointed 
to external sources: Northern Nevada’s high suicide rate and lack of access to 
mental health services.153 Officials went on to state that inmates arrive “a mess” 
and the jail is not equipped to handle such “critical incident[s].”154 In that re-
gard, the inmate suicide rate cannot be remedied by an internal jail policy 
alone. Rather, this system or statewide problem requires a statewide response. 
A. Nevada’s Current Efforts in Criminal Justice Reform 
The Nevada judiciary has taken several steps to reform the criminal justice 
system. At the state level, the Nevada Supreme Court has taken the lead in 
criminal justice reform efforts. The Court created several commissions tasked 
with reviewing and improving different areas of the law, among them: the Ac-
cess to Justice Commission, the Blue Ribbon for Kids Commission, the Com-
mission to Study the Administration of Guardianships, the Indigent Defense 
Commission, the Judicial Council Judicial Selection Commission, the Juvenile 
Justice Reform Commission, the Records Commission, the Statewide Rules of 
Criminal Procedure Commission, and the Commission to Study on Evidence-
Based Pretrial Release.155 
                                                        
150  Damon, supra note 145 (internal quotation marks omitted). 
151  Id. 
152  Id. 
153  Id. 
154  Id. 
155  Commissions and Committees Overview, SUP. CT. NEV.: ADMIN. OFF. CTS., 
https://nvcourts.gov/AOC/Committees_and_Commissions/Overview/ 
[https://perma.cc/9NW9-68JF] (last visited Apr. 27, 2018). 
18 NEV. L.J. 1059, AGUIRRE - FINAL 5/30/18  2:24 PM 
Spring 2018] BEYOND BAD APPLES 1079 
At the local level, two issues have prompted courts to reform the criminal 
justice system. First, local jails are egregiously overcrowded. In the summer of 
2016, Eight Judicial District Chief Judge David Barker issued a “depopulation 
order” for Clark County Detention Center (CCDC) to release low-level offend-
ers to alleviate the overcrowding.156 CCDC had a bed shortage because the in-
mate population had increased by 20 percent from January to June of 2016.157 
At one point, there were over 4,455 inmates in Las Vegas’s two jails, which 
had only 3,706 beds between them.158 The detention facilities had been previ-
ously ordered to depopulate, but the courts had failed to renew a previous or-
der.159 This demonstrated that absent a court order, the jails were not prioritiz-
ing bed space for the most dangerous offenders.160 In fact, a 2015 report from 
CCDC showed that 73 percent of the inmate population consisted of pre-trial 
detainees.161 Studies show that jails do not need to detain every person awaiting 
trial because pre-trial detention contributes to a slew of adverse consequenc-
es.162 Clark County Commissioner Steve Sisolak described this cycle as a “rip-
ple effect . . . [because] people unnecessarily incarcerated lose their jobs and 
homes.”163 Accordingly, CCDC’s large pre-trial population was comprised of 
inmates jailed simply because they could not afford bail, and inmates waiting 
for the Division of Parole and Probation to interview them to compile a pre-
sentence investigation of the inmate for the judge—a process that takes an av-
erage of fifty days.164 
The second issue, which is related to overcrowding, is the lack of a timely 
process to assess a defendant’s risk of harm to the community. For example, in 
2016, Las Vegas Justice of the Peace Melanie Tobiasson, denied a prosecutor’s 
motion to revoke or increase a defendant’s bail, because the defendant had al-
ready posted the minimum fifteen thousand dollars and the judge had no evi-
dence that he posed to a risk to the community.165 The defendant proceeded to 
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shoot his girlfriend, injure their child, and then shoot himself outside of a day-
care center just two days later.166 Judge Tobiasson later explained, in an inter-
view, that “[t]here was no indication . . . at the time of th[e] preliminary hearing 
that he had threatened [his girlfriend], or that he had been a threat to her.”167 
Further, she might have ruled differently “if indications were made . . . that he 
had been a threat to her.”168 Events like this call for the Nevada Supreme Court, 
the Clark County District Attorney’s Office, and other leaders to review Neva-
da’s criminal justice system and implement changes to avoid error, work effi-
ciently and effectively, and promote public safety. 
Nevada also has a variety of ad hoc committees through its state and local 
government offices. Two examples, the Domestic Violence Fatality Review 
Team (DVFRT)169 and the Child Fatality Review Team, gather domestic vio-
lence advocates, prosecutors, defense counsel, and law enforcement officials 
after a domestic violence incident or child death occurs. The DVFRT reviews 
selected cases to “identify red flags that may have indicated escalating levels of 
violence and develop recommendations to improve systems designed to protect 
victims of domestic violence.”170 The DVFRT exists at the state level, through 
the Office of the Nevada Attorney General, and at the local levels through 
Washoe and Clark counties.171 The DVFRTs were created by statute and its re-
sults are not admissible in civil actions.172 Examples of its findings include: en-
suring that a language line or interpretation services are available for 911 op-
erators and law enforcement responding to domestic violence emergency 
calls,173 and proposing an amendment so that persons convicted of “a misde-
meanor offense of battery constituting domestic violence are included in the list 
of persons prohibited from owning or possessing a firearm.”174 
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The Child Death Review Teams at the state and local levels are also statu-
torily created.175 The teams are tasked with analyzing cases involving the death 
of any child under eighteen years of age across the state.176 The Clark County 
Child Death Review Team last issued a report in 2012.177 It reviews cases of 
natural deaths, such as Sudden Infant Death Syndrome; accidental deaths, such 
as drownings; suicides; and homicide deaths, such as weapon-involved, suffo-
cation, and strangulation.178 Some of its recommendations include creating or 
supporting baby-safe-sleeping educational campaigns and drowning awareness 
campaigns. Both the DVFRTs and the Child Death Fatality Review teams 
demonstrate examples of sentinel event review. 
1. The Clark County District Attorney’s Office Conviction Integrity Unit 
Examples of localized sentinel event review can be found at the Clark 
County District Attorney’s Office, which has attempted to remediate wrongful 
convictions by creating the Clark County District Attorneys’ Conviction Integ-
rity Unit (CIU).179 With this new unit, District Attorney Steve Wolfson planned 
to bring Nevada “in line with other major jurisdictions” throughout the country 
by taking an internal, proactive approach to identify and rectifying wrongful 
convictions.180 The new unit is tasked with re-examining “convictions where 
new evidence suggesting actual innocence has surfaced, and to guard against 
future error by adopting and implementing prosecution best practices.”181 Dis-
trict Attorney Wolfson added, “[i]t is essential to have a formal mechanism in 
place to allow cases to be reviewed when evidence of innocence surfaces.”182 
In creating the CIU, Wolfson acknowledged that a wrongful conviction can 
result from organizational error and that reviewing convictions is an opportuni-
ty to learn from the past to prevent future harm. In this way, the Clark County 
District Attorney’s Office, through the CIU, has adopted a root-cause analysis 
and non-blaming approach to identify errors within its system, then correct the 
errors by implementing changes in policy or procedure.183 Because the Clark 
County District Attorney’s office is already conducting sentinel event review 
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with the CIU, the office could expand its efforts and participate in statewide 
multi-stakeholder sentinel event review systems. 
What remains unclear is whether the CIU program—as an internal, overt 
operation—prevents wrongful convictions independent from collaboration with 
the defense bar, law enforcement, the bench, and other stakeholders. Without a 
multidisciplinary, stakeholder-inclusive approach, the CIU program is akin to 
the Swiss-cheese model that may limit its effectiveness and ability to provide 
meaningful system-wide change. 
2. Advisory Commission on the Administration of Justice 
Other criminal justice reform efforts involve out-of-state organizations. 
The Nevada Supreme Court’s Advisory Commission on the Administration of 
Justice (ACAJ) partnered with the Rocky Mountain Innocence Center (RMIC), 
an affiliate of the national Innocence Project, to work on a variety of statewide 
eyewitness identification reform efforts.184 In RMIC’s report to the ACAJ, the 
RMIC noted success in working with the Clark County and Washoe County 
District Attorneys’ offices in implementing the RIMC’s proposed best practices 
for eyewitness identification reforms.185 These include:  
1) blind or blinded administration of a lineup (e.g. the officer conducting the 
lineup is unaware of the suspect’s identity or is prevented from seeing which 
lineup member is being viewed by the witness), [sic] 2) witness instructions that 
the perpetrator may or may not be present, [sic] 3) proper use of non-suspect 
fillers that do not make the suspect stand out, [sic] and 4) eliciting witness con-
fidence statements at the time of the identification.186 
The RMIC, which reviewed Cathy Woods’s case and three other Nevada 
wrongful convictions based on false confessions, urged the state of Nevada, 
through the ACAJ, to adopt legislation mandating electronic recording of con-
fessions.187 The RMIC’s survey of public defender offices statewide revealed 
that law enforcement agencies in the state’s most populous cities already had 
recording equipment available to them, but police officers had the discretion to 
use it or not.188 With no consistent statewide policies, judges lack information 
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to determine the voluntariness of a confession, whether the confession is relia-
ble based on an underlying mental illness, or whether an officer should be pro-
tected from frivolous claims of coercion.189 
Aside from confession recordings, the RMIC recommended that the ACAJ 
and State of Nevada adopt the following policies: 
• Statutorily requiring prosecution offices to maintain an internal sys-
tem to track informants for impeachment purposes;  
• Pre-trial reliability hearings;  
• Pre-trial discovery for informant testimony; and 
• Jury instructions for in-custody informant testimony.190 
In reviewing the state’s wrongful convictions, the RMIC has identified sen-
tinel events, reviewed organizational errors that led to the sentinel events, and 
made recommendations to the state to prevent future wrongful convictions. 
However, RMIC’s work is distinguished from typical sentinel event reviews 
systems because RMIC is an outside organization tasked with a specific goal-
oriented project. Outside organizations, like RMIC, leave the state after deliver-
ing their report and recommendations. However, given the nature of the post-
conviction appeal process, the sentinel event does not occur until after the court 
determines the defendant is wrongfully convicted. Thus, sentinel event review 
for wrongful convictions likely would not result in retributive justice. Sentinel 
event review could, however, prevent future wrongful convictions by generat-
ing a checklist for each case that would flag risks for error to prevent wrongful 
convictions or identify cases with potential for wrongful convictions. 
Additionally, sentinel event review calls for a permanent and ongoing or-
ganization that is “activated” when a sentinel event occurs. Sentinel event re-
view’s deliverable is an ongoing response and review; its implementations can-
not be conditioned on a single grant-funded project. While organizations like 
RMIC provide much-needed assessment and support, for sentinel event review 
to succeed, it must be permanent and self-sustaining. 
3. Nevada Supreme Court’s Committee to Study Evidence-Based Pretrial 
Release 
One of the Nevada Supreme Court’s commissions, the Committee to Study 
Evidence-Based Pretrial Release, conducted an in-depth review of the state’s 
pretrial release practices. The Court created this committee after securing a 
grant from the United States Department of Justice Office of Justice Programs 
and the National Institute of Corrections (NIC) to establish a pilot program to 
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create and implement an evidence-based statewide pre-trial risk assessment 
tool.191 NIC finished the tool in February of 2016 and tested it in four jurisdic-
tions in Clark and Washoe Counties.192 The state has since implemented the 
tool statewide and the NIC continues to provide technical assistance to staff 
who will be using the instrument to score pre-trial defendants and court offi-
cials who will be using the results to make pre-trial release decisions.193 While 
judges across the state are not required to use the pre-trial risk assessment tool, 
it is available to all Nevada judges and assists judges by providing information 
about a defendant’s “pending cases . . . , age at first arrest, whether he has a his-
tory of violent arrests, prior failures to appear and substance abuse history.”194  
Nevada Supreme Court Justice James W. Hardesty explained that the pro-
gram had been more successful than anticipated in its trial phase and “sped up 
the entire process, allowing defendants to work with their lawyers and resolve 
cases more rapidly” in rural counties.195 Justice Hardesty said the risk assess-
ments provide the judge more information to use in deciding who should be re-
leased from jail, “not simply relying on cash bail or bonds that many defend-
ants can’t afford to pay.”196 Another feature of the tool is that it provides 
defendants with a courtesy reminder call the day before their scheduled hear-
ing.197 In one instance, a mother was on her way to have an emergency cesarean 
section birth and, but for the reminder call, would have had an arrest warrant 
waiting for her after she gave birth.198 
The Nevada Supreme Court’s Committee to Study Evidence-Based Pretrial 
Release is an example of the coordinated action that could result from a 
statewide Sentinel event review team. A triggering event, like the man who 
shot and killed his girlfriend at the daycare, would trigger a sentinel event re-
view.199 In that case, Judge Tobiasson could have used a pre-trial risk assess-
ment to inform her decision to determine whether to revoke the defendant’s 
bail. Specifically, the defendant showed behavior typical of domestic violence 
offenders. For example, the defendant had forged his partner’s signature on a 
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subpoena compelling her to testify against him.200 This behavior showed his 
unwillingness to cooperate with the court and comply with the temporary pro-
tection order ordering him to stay away from his partner.201 The signs were 
there, but the criminal justice system lacked the protocol to bring those red 
flags to light. 
4. Statewide Juvenile Justice Improvement Initiative (SJJII) 
In 2016, the State of Nevada secured a grant from the United States De-
partment of Justice Office of Juvenile Justice Delinquency and Prevention to 
undertake a comprehensive review of the state’s juvenile justice system.202 Ne-
vada Governor Brian Sandoval, by executive order, created the Statewide Juve-
nile Justice Improvement Initiative Task Force (SJII), a committee led by First 
Lady Kathleen Sandoval and comprised of legislators, judges, state and local 
juvenile justice leaders, and other stakeholders.203 The SJII will work with the 
Council of State Governments Justice Center (CSG), a national non-profit bi-
partisan group, to review the state’s juvenile justice system and assess the ser-
vices available to youth who enter into both the juvenile justice and child wel-
fare system.204 The SJII and CSG’s priority will be to “conduct an extensive 
data analysis of Nevada’s juvenile justice policies, practices, and resource allo-
cation, from diversion through reentry” to determine whether the $89 million 
the State spends on juvenile justice statewide is working effectively to ensure 
juveniles do not recidivate.205 This will be carried out by implementing data 
collection protocols.206 
CSG acknowledged that Nevada has previously made significant efforts to 
reduce the census in youth-detention facilities, noting that the number of youths 
detained was at a ten-year low.207 In fact, between 2006 and 2014, juvenile ar-
rests decreased by 47 percent and arrests for violent and weapons offenses de-
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creased 70 percent.208 Commitments to the Division of Child and Family Ser-
vices for delinquent offenses also decreased by 54 percent over that same peri-
od.209 The group will present a report of its recommendations to the Nevada 
legislature in 2017.210 
The CSG’s approach will consist of: (1) analyzing quantitative data, (2) re-
viewing policy and practice procedures, and (3) presenting system-
improvements recommendations and adopting new policies.211 In order to get a 
“comprehensive picture of statewide juvenile justice trends,” the task force will 
gather data from multiple juvenile justice jurisdictions and service providers, 
including, “referral, intake, diversion, detention, disposition, county probation, 
youth camps, DCFS commitments, Youth Parole Bureau (YPB) releases, as 
well as programs, services, recidivism, and other outcome data.”212 The task 
force will then facilitate focus groups and meetings with “key constituents 
across the state to garner their perspective and recommendations on system 
challenges and strategies for improvement.”213 The interviewees will include 
front-line staff, prosecutors, defense attorneys, judges, probation and parole of-
ficers, and representatives from child welfare.214 The taskforce will also review 
current policies and procedures to determine if they align with evidence-based 
practices and desired outcomes.215 The results of the interviews and policy re-
view will inform recommendations that the taskforce will present to state lead-
ers.216 Finally, the CSG will assist Nevada in enacting these changes through 
legislation or policy reforms.217 
The SJII’s partnership with CSG and OJJDP mirrors the objective of senti-
nel event review systems. Together, these entities share a predetermined trig-
gering sentinel event: juvenile recidivism. The SJII also has a collaborative in-
terdisciplinary team of stakeholders coming together to review the sentinel 
event, policies and procedures that influenced whether the event occurred, and, 
finally, a reactive and preventive modality to enact change to remediate the 
harm. 
However, the SJII differs from sentinel event review systems in one aspect: 
the lack of an ongoing review process. The SJII, like other state initiatives, is 
grant-focused. The group will write a report, present it to legislators, and hope 
to pass a bill. Once the grant money is gone, the review ends. The difference 
between review initiatives and the sentinel event review system is that stake-
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holders permanently adopt sentinel event review so that the reviews occur on 
an ongoing basis. Under sentinel event review, a triggering event would occur 
every time a child recidivates. Then, a team would come together to identify 
gaps in services that could have prevented the child from entering the juvenile 
system again. With the sentinel event review system in place, the SJJII, and the 
state as a whole could meet its goal of having an “outcome driven, and . . . in-
dividual child” driven juvenile justice system.218 
IV. RECOMMENDATIONS 
The criminal justice system reform efforts mentioned above show that Ne-
vada currently uses a “Swiss-cheese” approach in addressing its criminal justice 
system issues.219 Nevada’s blue-ribbon panels, ad-hoc committees, and review 
teams do not provide an opportunity for intersectional review of sentinel 
events. These committees have a short-term focus, leaving unaddressed gaps in 
its review systems and opportunities for negative events to persist. Swiss-
cheese models hurt the criminal justice system because they have “tunnel vi-
sion” and blame single entities for widespread failure.220 In-house and blue-
ribbon commissions fail to question whether the system is reliable because 
there is no transparency in data or defendant access to the review commis-
sions.221 The commissions do not communicate, track or share data, or coordi-
nate policy implementation. Therefore, they are unlikely to result in long-term 
and meaningful change. 
A. Who Should Be on a Sentinel Event Review Team in Nevada 
It is important that states, like Nevada, implement sentinel event review at 
the state level. The Governor could use an executive order, like the SJJII, to 
create a comprehensive, state-wide sentinel event review team. State-level co-
ordination will foster collaboration with stakeholders. In turn, stakeholders will 
be able to adopt evidence-based practices, collect uniform data, and communi-
cate to provide uniformity across the state. 
Nevada would also have to find a home for the sentinel event review. Ne-
vada could implement a sentinel event review team through one of the Supreme 
Court’s initiatives, the Governor’s office, or a standing legislative task force 
committee. Another option is for the Nevada Attorney General’s office to 
house the sentinel event review team. The Attorney General’s office is a good 
                                                        
218  Amanda Ketchledge, Nevada Task Force Analyzes How to Improve Juvenile Justice Sys-
tem, COUNCIL ST. GOV’TS JUST. CTR. (Oct. 19, 2016), http://csgjusticecenter.org/youth/med 
ia-clips/nevada-task-force-analyzes-how-to-improve-juvenile-justice-system/ [https://per 
ma.cc/65L4-D7RR] (quoting Kathleen Sandoval, the co-chair of the SJJII Task Force and 
First Lady of the State of Nevada). 
219  Doyle, supra note 48, at 5. 
220  Id. at 4. 
221  Id. at 6. 
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option as it is a statewide agency that represents many of the stakeholders: the 
prisons, the health and human services department, and the state parole and 
probation office. 
The sentinel event review team should include prosecutors, judges, defense 
counsel, advocates, members from civil society, former inmate representatives, 
academics, mental health professionals, lawmakers, and other social services 
entities. Importantly, this multi-disciplinary team would not replace the adver-
sarial system. Rather, it would allow prosecutors and defense attorneys to zeal-
ously advocate for policies that will make the criminal justice system stronger 
and avoid future harm, thus progressing towards fundamental notions of impar-
tiality, representativeness, and trust in the justice system. 
B. Potential Obstacles in Implementing Sentinel Event Review 
Implementing a sentinel event review team will take time and resources—a 
common obstacle for states already fighting for funding from limited resources, 
as is the case in Nevada. Other potential barriers include communication and 
privacy issues between the different organizations present at the table. Confi-
dentiality is a major concern for hospitals, for example, because “[e]ven just the 
worry of litigation is enough to keep providers from engaging fully in the inci-
dent reporting process.”222 Confidentiality is key to meaningful review; without 
it, “reports will lack any useful mental impressions or thorough analysis” and 
the review will be a missed “opportunity to learn any lasting, meaningful lesson 
about the error—why it happened, and how another can be prevented” at a dif-
ferent facility.223 These concerns can be alleviated with a memorandum of un-
derstanding and confidentiality agreement between the stakeholders on the 
team. 
Another potential barrier is time. The initial sentinel event review team 
must spend a considerable amount of time defining what events will be “senti-
nel,” if they will include adverse or near-miss events, and how the team will 
respond to events and investigate and implement change. The sentinel event re-
view team will also have to spend a considerable amount of time talking about 
data collection and reporting.  
A final potential obstacle is stakeholder buy-in and adopting a culture of 
non-blaming. Unlike sentinel events in the medical sector, mass incarceration 
cannot be traced to a single decision point. Instead, mass incarceration and jail 
overcrowding have been the result of years of individual sentencing and bail 
revocation hearings. Likewise, adopting a non-blaming culture is especially 
important for judges because, even though judges may have contributed to 
wrongful convictions, they will need to approve the sentinel event reviews go-
ing forward. 
                                                        
222  Katherine Mikk, Making the Plaintiff’s Bar Earn Its Keep: Rethinking the Hospital Inci-
dent Report, 53 N.Y. L. SCH. L. REV. 133, 156 (2009). 
223  Id. at 157. 
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CONCLUSION 
Nevada would benefit from implementing a statewide sentinel event re-
view system to improve its criminal justice system. Sentinel event reviews help 
prevent wrongful convictions, jail overcrowding, re-reentry work, reduce pre-
trial detention, and ensure inmate safety by having a statewide taskforce identi-
fy, investigate, and implement systemic policy changes to prevent sentinel 
events. Sentinel event reviews provide an opportunity to make an impactful 
change at the beginning, throughout, and at the end of the criminal justice pipe-
line. Nevada is already addressing multiple issues with its current criminal jus-
tice system through the Nevada Supreme Court and gubernatorial taskforces.224 
However, Nevada would benefit by adopting a permanent methodology to pro-
vide ongoing review as opposed to short-term or report-oriented initiatives that 
attempt to resolve an issue at a fixed point in time. 
“How we treat those who have made mistakes speaks to . . . our dedication 
to fairness, equality, and justice.”225 Sentinel event review systems recognize 
that humans, law enforcement, judges, attorneys, correctional officers, and 
criminals all make mistakes. However, these mistakes rely on a system’s status 
quo, and that system should not be immune from review. Adopting a sentinel 
event review system would hold justice professionals and the justice system ac-
countable. Just as the medical sector no longer waits until a doctor operates on 
the wrong person before implementing a safe identification process, neither 
should the criminal justice system wait until more inmates commit suicide to 
provide adequate mental health services for the remaining population. Too 
many inmates have committed suicide, too many judges have wrongfully con-
victed the innocent and now that these events have gotten our attention, it is our 
duty, as professionals,226 to ensure to that we have a just, efficient, and effective 













                                                        
224  See supra Part III. 
225  Obama, supra note 37, at 865–66. 
226  See Cutino, supra note 32, at 1070. 
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